Acute necrotizing pancreatitis is a severe disease with a mortality often greater than 50 per cent. Partial or total pancreatectomy in this condition is a major surgical procedure with a hospital mortality in excess of 40 per cent. Recently there has been a move towards limited resection and open drainage. We report a case which illustrates the new technique in the treatment of necrotizing pancreatitis of necrosectomy (local debridement of obviously necrotic tissue leaving the intervening recoverable tissue) and laparostomy (leaving the abdominal cavity open, to heal by granulation).
gas, localised ileus or gallstones.
He was taken to theatre on the night of admission because of continuing severe pain and peritonism. In spite of the normal serum amylase, laparotomy revealed pancreatitis with a swollen pancreas and typical "prune juice" peritoneal fluid (amylase content 1570 iu/l). The stomach and duodenum were normal and there were no gallstones. The peritoneal cavity was lavaged with normal saline and then closed. Initial post-operative management included intravenous fluids, naso * gastric suction, oxygen by facemask and opiate analgesia. Over the following forty -eight hours his condition deteriorated, he developed the adult respiratory distress syndrome and required transfer to the intensive care unit for intubation and ventilation. He had continuing signs of intra -abdominal sepsis, a swinging pyrexia up to 39°C and a palpable abdominal mass. Abdominal CT scan twelve days after operation showed a markedly swollen pancreas with focal necrosis and several large peripancreatic fluid collections. Laparostomy was performed two days later. The pancreas was explored, necrotic areas resected and the peripancreatic abscesses drained. The greater omentum was detached from the stomach, draped over the viscera and sutured to the wound edges inferiorly and laterally. The resulting gap between the stomach and omentum afforded wide access to the lesser sac while protecting the colon and small bowel from evisceration. Three corrugated capillary drains, each 5 cm wide, were inserted behind the stomach and the abdomen only partially closed. A tracheostomy was also carried out to facilitate the necessarily prolonged 
